This essay discusses the need for international cooperation in health, the current dominant model of cooperation in the area, as well as a few alternatives to this model -such as South-South cooperation -and prognoses for the international cooperation sphere, considered a part of health diplomacy.
Essay
International cooperation demands in the field of health
The 'short twentieth century', as defined by Eric Hobsbawm (1995) , was marked by important economic, social and technical-scientific advances that improved the quality of life and health conditions for millions of people around the world. However, as an 'age of extremes' -also coined by Hobsbawm -, that process of globalization has also produced not only large international disparities, but also huge social and health problems, especially in the countries most excluded from central axes of the global economy (ILO, 2004; BUSS, 2007) . In the beginning of the 21st century, declining health conditions for large portions of the population in many countries (WHO/AFRO, 2006; WHO, 2009 ), food unsafety (FAO, 2009 and, most clearly, the consequences of climate change (IPCC, 2007) , have been the greatest causes of concern for the so-called international community.
The above-mentioned countries and regions, bear a 'double burden of disease', that is, they associate epidemic, emerging, reemerging and neglected communicable diseases -such as the 'three big' (HIV/Aids, malaria, and tuberculosis) with chronic non-transmissible diseases, among which are cardiovascular diseases, diabetes, obesity, neoplasias and mental diseases. Moreover, poverty, hunger, malnutrition and unsatisfactory healthcare provided to mothers, children and the elderly are responsible for the high rates of general mortality and the mortality of mothers and under-fives, as well as for low life expectancies at birth (WHO, 2009) . Inequities in health conditions and in the access to healthcare are found both between countries and within countries (WHO, 2009) .
Furthermore, there is growing consensus that, without healthy populations, there won't be any development.
The so-called low-and middle-income countriessome of the poorest countries in the world and where health conditions are as we described above -are seriously limited in terms of 'governance' and are only marginally able to formulate and implement social and health policies that effectively meet their populations' needs. Their health systems are usually fragile, fragmented, under-financed and lack basic technological resources to offer healthcare and carry out public health measures that are adequate to the needs of the population (WHO, 2008a) .
Generally speaking, health professionals are scarce, poorly trained and underpaid (WHO, 2006) , which is worsened by the migration of these professionals, especially from developing countries to developed countries. The reasons for this 'brain draining' are many, but among them are the lack of opportunities and the low wages received in their home countries, but also training schemes abroad without assuring their return -which we consider one of the negative effects of international 'aid'.
The issue of human resources in health is so important that it has been brought to the attention of the World Health Assembly in the last few years, which caused the WHO to make it the theme of its 2006 World Report (WHO, 2006) .
The World Health Assembly produced a global pact on the development of human resources in health (WHO, 2006a) , as well as regulated the migration of professionals (WHO, 2009 ) -the latter destined to block or compensate the 'brain draining' from developing countries to developed countries.
In short, the health systems of most poor countries are unable to address the needs of the populations, the prevalent diseases, its main risk factors and bad life conditions, which make them very dependent on international aid, which, in turn, is crucial for development as a whole and the life and health conditions of their populations.
The causes of the developing countries' poor life and health conditions and their inability to respond did not evolve by chance. Many international reports and authors point out the social and economic determinants of health (WHO, 2008) and the unfair globalization -over the backdrop of poverty and inequity between and within nations - (ILO, 2004; BUSS, 2007) as the roots of the problem.
The United Nations, the cooperation agencies of the most developed countries in the world and the international philanthropy -often serving opposing interests -have not only been trying to respond to those concerns, but also placing health as one of the priorities in the international cooperation agenda and in the plans of development aid programs.
The dominant model of international cooperation in health
The health sector has been an important subject for international cooperation and foreign aid schemes, which has been provided following the most varied interests, motivations and strategies, and by many multilateral organizations (the United Nations itself, by means of the Millennium Development Goals and its sectoral agencies, such as the WHO, UNICEF, UNDP and others), by the governments of developed countries (USA, Canada, European Union, European countries, Nordic countries and Japan, among others) or by emerging countries (such as Brazil), as well as by NGO and other institutions and initiatives that gather various of the previously-mentioned actors that work in the international sphere (such as GAVI, for instance).
Despite having the best intentions to help poor populations in the poorest countries in the world, very often those actors impose their own world views, agendas and predefined objectives. 'Recipient' countries are frequently unable to organize their demands given the lack of coordination between its Ministries of Health, External Relations and other key public and private partners. The consequences are fragmentation and low effectiveness of the already limited locally available resources (BUSS, 2007; .
In this context, a slight differentiation can be made between 'technical assistance' and 'technical cooperation'. The first is based on preconceived initiatives developed unilaterally by donors, with little or no participation of beneficiaries; while the second represents a joint effort integrating the partners in a process in which know-how and strategic orientations are shared, thus aiming at the joint planning and execution of programs or projects, with the autonomy of the partners and the sustainability of the process as a whole.
The financial resources available will probably never be enough to cover all of the health needs in the developing world. However, to make matters worse, most of the times, resources are not coordinated, donors support overlapping projects (either with the same purpose or in the same geographical area), and several important areas are left unsupported.
A former Minister of Health of Mozambique, while examining the cooperation processes in his country, once said: When I was appointed minister, I thought I was the Minister of Health and, therefore, responsible It is also important to discuss the financing of international 
Alternatives to the dominant model
The criticism to the global governance in health is valid.
Throughout the whole spectrum of international relations in the health field -including technical cooperation, the perspectives, policies and practices of the governments, non-governmental organizations, philanthropic organizations and corporate institutions of the most economically powerful nations -which also take most of the positions in multilateral organizations and global partners with greater political and/or economic power or press them to fulfill their political orientations.
Since the issue is not central in the article -and, therefore, will not be fully developed here (except when related to international cooperation) -we will refer the reader to many actors and organizations who criticize current global health governance schemes (GARRET, 2007; BLOOM, 2007; BIRN et al., 2009; GOSTIN & MOK, 2009 ).
In order for more adequate cooperation schemes to be carried out between developing countries, various alternatives -which, one way or another, question the traditional and prevalent practices in cooperation -should be considered. This process should:
• change the cooperation strategy (currently based on programs that provide a single global guideline for donors) to more shared cooperation schemes, whose strategic planning is guided by the reality of partner countries; move from "vertical" aid programs (with interventions based on specific diseases, situations or problems) to a "horizontal" approach, that focuses on a comprehensive development of the health system. Vertical programs do not contribute to the strengthening of the system as a whole; on the contrary, they lead to fragmentation and weakness of the system by recruiting the best staff available in the country and as they concentrate themselves in certain areas, they abandone other important areas;
• emphasize the long-term instead of focusing exclusively on short-term needs. This means strengthening key institutions to acquire true leadership in national processes; in the development of a future-oriented agenda; and in balancing specific actions destined to solve immediate problems with the generation of knowledge and the development of sustainable national institutional capacities;
• to broadly incorporate the social determinants of health and intersectoral actions in health cooperation programs;
• to prioritize public health programs (focused on the population) over activities strictly focused on individuals.
In order to promote a global health perspective, it is also important to combine excellence in Health and soundness in the International Relations sector, specially referring to South-South cooperation. Health diplomacy (KICKBUSCH et al., 2007; BUSS, 2008) • Ownership -Beneficiary partner countries exercise effective leadership over their development policies and strategies and coordinate the related actions;
• Alignment -Donors base their support on partner countries' national development strategies, institutions and procedures;
• Harmonization -Donors' actions are harmonized, that is, coordinated amongst each other, non-competitive and complementary, as well as more transparent and collectively effective;
• Managing for results -The decision-making process is centered in obtaining results and resources are employed coherently with the process;
• Mutual accountability -Both donors and partners are accountable for development results.
For each of the above-mentioned strategies, goals for 2010 and a monitoring process were established.
The central ideas and guidelines of the Paris Declaration are:
• strengthening partner countries' national development strategies and their corresponding operational processes (planning, budget and performance assessment, for instance);
• aligning aid with partner countries' priorities, systems and procedures, as well as supporting the strengthening of their capacities;
• enhancing donors' and partner countries' mutual accountabilities to their respective citizens and parliaments regarding development policies and strategies and results obtained;
• eliminating duplication of efforts and rationalizing donor activities to render them as cost-effective as possible;
• reforming and simplifying donor policies and procedures as to facilitate collaborations and progressively align them with the priorities, systems and procedures of their partner countries;
• defining measures and standards of performance and accountability of partner country systems in the domains of public finances, procurement, fiduciary assurances and environmental evaluation, in conformity with broadly accepted good practices and applying them quickly and generally.
Finding the capable mechanisms to implement the principles in the Paris Declaration is also a growing concern.
This way, the so-called 'sector-wide approach' (SWAPs) • to establish clear cooperation strategies between countries in the health field that have been developed after careful consultation of national health authorities;
• to provide WHO Representations in countries with the adequate human resources to fulfill the cooperation strategies agreed upon between parties;
• to provide coherent technical and programmatic support to the countries through Regional Offices (such as PAHO) and the headquarters (in Geneva);
• to assure effective administrative operations in the countries' Representations to facilitate meeting the goals agreed upon with national health authorities;
• to develop information and knowledge management initiatives from within countries and for the countries;
• to collaborate with the United Nations system and associate agencies towards development.
The result of these actions within the United Nations are still to be felt and should be followed closely by actors interested in global health and health diplomacy. Many analysts say that, due to the proliferation of discriminatory commercial barriers, the decrease in aid for development (caused by the economic/financial crisis), the increase in foreign debt and the decline in prices for raw materials, South-South cooperation has grown in importance.
In this context, Southern developing countries, although with inherent difficulties to the process, seek to strengthen unity and solidarity as a necessary condition to develop their negotiating capacity in international multilateral fora.
A study published in (UNDP, 2004 
Prognosis for international cooperation in the health field
International efforts have recently expanded into a series of initiatives that are able to stimulate international cooperation in health. New financing strategies and new cooperation modelsas well as profound changes in a few countries that moved to an intermediary category of development (and are now considered "Innovative Developing Countries") -have been facilitating new partnerships for health (and, consequently, also new partnerships for development and peace). Among these countries is Brazil, which is increasingly present in the international sphere and in South-South cooperation schemes in the health field (MRE, 2008; ALMEIDA et al., 2009 ). The country has been developing a participative, democratic, inclusive and comprehensive model of cooperation that is able not only to encompass the health domains, but also its social determinants and intersectoral policies. The country advocates the idea that health is essential for development, which should include a social dimension, citizenry, quality of life and health -and not only "economic growth".
In conclusion, despite the distance between the boastfulness of intentions and the materialization of gestures, it could be said that the balance for international cooperation in health is positive, regarding either the countries' global health and health diplomacy policies or the initiatives of multilateral agencies, civil society organization or global partnerships.
However, notwithstanding the positive signs, the authors would like to convey their deep concern with the risk that the recession in the richest countries (which they themselves caused) could threaten the vital international cooperation in health. Nonetheless, if the global community is willing to invest trillions of dollars to save banks from bankruptcy, it should also be able to allocate at least a fraction of that to alleviate poverty, to fight hunger, inequity and social exclusion and to implement suitable projects in the domain of international cooperation in health. Notes 1. One useful source for those interested in the evaluation of the foreign aid provided by rich countries to developing countries is the website of the Center for Global Development (http://www.cgdev.org) which, by using a composite index (Commitment to Development Index), assesses various dimensions, such as the level of aid, trade, investments, migration, the environment, security and technology.
2. The Brazilian South-South cooperation in the health field is analyzed in a different article in this publication (ALMEIDA et al., 2010) .
3. Buss and Ferreira (2010) . Another article on cooperation in health within UNASUR is Buss (2009) . 
